The majority of patients in this series were severely injured and had an operation on the day of admission or soon after. It was therefore not possible for the orthoptist to examine them before surgery was carried out. On some patients surgery was not performed immediately, and on these occasions formal orthoptic examination was feasible.
A cover test was done in all positions of gaze to determine, amongst other things, the presence of any suppression. Ocular movements were recorded. Rarely was a definite muscle implicated.
Many cases showed defective elevation, but Green glass in front of left eye Green others, surprisingly, seemed to have full ocular movement. Diplopia was looked for and, if apparent, the position of maximum separation was noted. A diplopia chart was not used as it is considered insufficiently accurate to give a series of comparative results. The patient was then examined on the synoptophore, and it is felt that for purposes of comparison this is the most accurate test. The Hess chart was plotted and this helped to distinguish between tethering of the globe and defective function of a particular muscle. On many occasions it was only possible to perform a cover test, check ocular movements, and record diplopia on pre-operative examination, due to the severity of the injuries.
Post-operative investigation followed the same pattern, although there were other difficulties to contend with, as many of the patients had external pin fixation, which made the use of red and green goggles for plotting the Hess chart impossible. However, a synoptophore reading can be taken as soon as a patient is no longer confined to bed. Of our group of 31 cases, there were 5 who had constant double vision pre-operatively with a vertical separation of the images just outside the fusion range (Fig 1) . Following the reconstruction of the orbital floor with a polythene plate, these cases showed rapid improvement. The diplopia was controlled on looking straight ahead (Fig 2) , and the binocular field of vision was restored to normal within three months.
The majority of patients in the plated group took longer to recover. The two images were widely separated immediately post-operatively due to a greater limitation of movement of the affected eye (Fig 3) , in spite of the adhesions having been freed when the polythene plate was inserted. All patients in this group had a useful field of binocular single vision within three months. The remaining diplopia gradually disappeared, though after a year a few patients still had double vision in extreme positions of gaze which was not troublesome to them (Fig 4) . Two patients, however, were left with diplopia on depression, and both had straightforward ocular muscle surgery, involving a single recession. The success of this relatively simple surgery was thought to be due to there being no adhesions of the ocular muscles of the affected eye.
These Hess charts were selected to show the two typical groups into which patients fall following insertion of a polythene plate. One group shows early disappearance of diplopia in most of the field, and the larger group takes an average of three months to gain a large area of binocular single vision.
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Results of Treatment of Orbital Fractures
In severe facial fractures involving the orbit, results of treatment by traditional methods have often seemed disappointing.
